
REPORT CHANGES 
TO MEDICAID 

 
Use this form to report changes in address, 
phone number or e-mail.   
 
       
Your Name 
 
       
Last 4 Numbers of Social Security Number 
 
       
Date of Birth 
 
       
Mailing Address                                                       Apt/Lot Number 
 
       
City                                                                          Zip 
 
       
Street Address                                                         Apt/Lot Number 
 
       
City                                                                         Zip 
 
       
Home Phone 
 
       
Cell Phone 
 
       
Work Phone 
 
       
E-mail Address  
 
Sign your name below:  
       
Signature                                                                              Date 
                                                                  Issued 9/07 

Mail this form to your local Medicaid Office at: 
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